###### Strengths and limitations of this study

-   Mixed-methods research offers a depth and breadth of understanding suited to the topic and the scoping approach, particularly given the dearth of research on the topic in Jamaica.

-   Data collection with six participant groups creates multiple opportunities for data triangulation, thereby increasing the validity and trustworthiness of the results.

-   The study will be guided by a stakeholder reference group with members from non-governmental organisations representing PWSEMI and their families, physicians, psychiatrists and mental health researchers who will guide the implementation of the study and dissemination of results.

-   Resource and time constraints have led to the exclusion of private health sector stakeholders, which means a comparison between public and private mental health system experiences is not possible in this study.

Introduction {#s1}
============

Severe and enduring mental illnesses (SEMI) are recognised as mental, behavioural or emotional conditions that are chronic, intense and debilitating.[@R1] Worldwide, there are different ways of categorising SEMI and the group of disorders that constitute SEMI.[@R2] This study adheres to the listing of conditions specified as SEMI by the Royal Australian and New Zealand College of Psychiatrists (RANZCP) and the Department of Health Australia (DoHA). These include schizophrenia and other psychotic disorders, bipolar disorder and clinically significant depression, anxiety disorders and substance use disorders[@R3] where they have been assessed as severe and enduring based on the Diagnostic and Statistical Manual-5[@R5] by a qualified psychiatrist.

The individual, social and economic burden of SEMI is reported to be a major global issue.[@R6] International research suggests that people with severe and enduring mental illness (PWSEMI) are more likely to report a poor quality of life, unsatisfactory family, social and financial support, unemployment, homelessness and poverty.[@R6] Moreover, PWSEMI have a higher rate of mortality and a significantly shorter life expectancy (15 to 30 years) than their counterparts in the general population.[@R8] These documented negative risks are closely linked to the presence of comorbid (co-occurring) chronic physical illnesses (CPIs) among PWSEMI, which accounts for an estimated 60% of mortalities worldwide among this population.[@R12]

SEMI and CPIs {#s1-1}
-------------

CPIs refer to physiological conditions that impair functioning and are longstanding and debilitating.[@R13] The most prominent non-communicable CPI of global concern include cardiovascular and respiratory diseases, diabetes mellitus and cancers.[@R14] Research indicates high rates of co-occurring SEMI with CPI.[@R2] This comorbidity ranges between 19% and 68% within lower-income and middle-income countries.[@R12] Furthermore, PWSEMI are at greater risk of obesity, diabetes mellitus, heart disease, cancers, respiratory diseases and reproductive diseases when compared with the general population.[@R12] Compared with the general population, PWSEMI are two to three times and two to six times more likely to die from cardiovascular disease and respiratory diseases, respectively.[@R10]

Negative physical health outcomes among PWSEMI are linked to a number of factors, including the adverse effects of psychotropic drugs,[@R21] which can increase the risk of metabolic, endocrine cardiovascular, respiratory, gastrointestinal, haematological and musculoskeletal diseases and disorders.[@R2] Smoking, poor nutrition, physical inactivity and limited health-seeking behaviours also contribute to negative physical health outcomes for the population.[@R8]

Additionally, it has been suggested that poor health outcomes for PWSEMI are directly linked to neglectful responses from health systems.[@R24] Issues reported include access to and utilisation of health services, as well as physical and mental healthcare practitioners' not undertaking regular screening, treatment and monitoring of physical health problems as physical health complaints are often considered to be related to the mental health status of the patient.[@R25]

Access to healthcare services for physical illnesses among PWSEMI {#s1-2}
-----------------------------------------------------------------

Access to healthcare is defined in this study as 'the opportunity to identify healthcare needs, to seek healthcare services, to reach, to obtain or use healthcare services, and to actually have the need for services fulfilled'.[@R30] Factors that enable PWSEMI to access healthcare for CPI include: recognition by the individual that there is a need for healthcare; practical family or social support networks that encourage help-seeking; financial means to access care; and previous positive healthcare experiences.[@R31] In contrast, barriers to access are reported to include the severity of illness as well as the availability of social and financial support to assist people in obtaining care who may not have the means or ability to do so on their own.[@R31]

Furthermore, it has been noted that clinical practice can create barriers to access to healthcare. These barriers include not regularly assessing or monitoring physical health and poor continuity of care for physical illness;[@R36] somatic descriptions rejected and categorised as symptoms of mental illness;[@R36] stigma;[@R33] the time required to treat those with SEMI and CPI;[@R40] and staff lacking skills in the management of psychiatric symptoms.[@R26] Other health system barriers include: lack of funding for SEMI and CPI;[@R41] inadequate healthcare facilities, particularly in rural areas;[@R12] and fragmentation and separation of general health and mental health services.[@R36] Although barriers to accessing healthcare for PWSEMI are varied, stigma repeats in the literature as a major underpinning barrier.[@R43] These factors are reportedly more significant in middle-income and low-income countries[@R24] such as those in the Caribbean region.

SEMI and CPI in Jamaica {#s1-3}
-----------------------

The Caribbean has seen an upward trend in the prevalence of non-communicable diseases (NCDs) over the past decades with ischaemic heart disease, cardiovascular disease and diabetes mellitus reported as the most prevalent in the region.[@R50] Given the increased risk for these CPI among PWSEMI, it is vital that this population's ability to access healthcare is better understood and is the impetus for this research.

Jamaica is a small island nation within the Caribbean region and will be the location of the study. Jamaica has been selected as the location of this research as it has a well-developed government-funded mental health service which largely follows a community mental healthcare model[@R51] allowing for the accessibility of the study population. Furthermore, it is the home country of the lead author.

A detailed search of relevant databases (Google Scholar, ProQuest and PsycINFO) along with dialogue with four leading Jamaican public and mental health researchers revealed no known research examining access to care for CPI among PWSEMI in Jamaica or the wider Caribbean. This highlights a significant gap in research specific to PWSEMI in the region, especially given the 'chronic disease epidemic' in the Caribbean[@R50]

The most recent data suggests that the prevalence of severe mental disorders ranges from 2.0% to 10.0% in Latin America and the Caribbean.[@R52] In Jamaica, there is a lack of representative population-based data on the prevalence of SEMI.[@R53] Data from government mental health community-based services reveals that the most common primary diagnoses are schizophrenia (51%), mood and affective disorders (36%) and substance use disorders (4%).[@R54]

Jamaica has made efforts towards integrating mental healthcare into primary physical health care,[@R55] with primary care physicians expected by the public health system to screen and manage patients with SEMI.[@R51] However, a recent study identified that few primary care physicians (16.7%) screen for depression, with the majority (66.7%) reporting they felt ill-equipped to manage depression despite demonstrating adequate knowledge.[@R57] The findings from this study suggest that primary physicians may have sufficient knowledge to assess for mental health conditions, but lack the capacity to undertake the ongoing management of this group. This is noteworthy as an earlier study conducted among CPI inpatients revealed that 60.5% experienced depressive symptoms[@R58] and it is unclear what percentage received treatment for these symptoms.

Methods and analysis {#s2}
====================

Aims and objectives {#s2-1}
-------------------

The study aims to identify enablers and barriers experienced by PWSEMI when accessing healthcare for CPIs in Jamaica.

The objectives of the study are:

1.  To determine the prevalence of CPI among PWSEMI attending community mental health clinics in Jamaica.

2.  To identify enablers and barriers to accessing healthcare services for CPI among PWSEMI.

3.  To consider and evaluate the perceptions and experiences of stakeholders regarding PWSEMI and their ability to access healthcare services for CPIs.

4.  To investigate attitudes, and health screening and management practices of primary care physicians for PWSEMI who have CPIs.

5.  To investigate attitudes, and health screening and management practices of psychiatrists for PWSEMI who have CPIs.

Study design {#s2-2}
------------

A convergent mixed-methods approach will be used to collect, analyse and interpret the data.[@R59] The approach reflects the multifaceted nature of the aims and objectives.[@R60] The quantitative strand will promote the generalisability of results related to the prevalence and scope of the issue of CPI among PWSEMI, and the practices of physicians and psychiatrists. However, the qualitative strand will be dominant as it will allow for rich and thick descriptions of people's experiences. The social constructivist grounded theory methodology will guide the qualitative strand.[@R61] Grounded theory is particularly useful to this study as it allows for an exploration of meaning and experience as a dynamic that plays out within and across individuals and groups.[@R62]

Quantitative and qualitative data will be collected simultaneously.[@R59] The use of quantitative and qualitative strands will facilitate a holistic understanding of the phenomena under study and promote triangulation of the data.[@R59] Questionnaires will be used to gather data related to objectives 1, 2, 4 and 5. Perceptions and experiences of enablers and barriers to accessing healthcare for PWSEMI (Objectives 2 to 5) will be explored using interviews and focus groups ([figure 1](#F1){ref-type="fig"}).

![Research objectives link to data collection method. CPI, chronic physical illness; PWSEMI, people with severe and enduring mental illness.](bmjopen-2020-038245f01){#F1}

Setting {#s2-3}
-------

This is a supervised doctoral research project for the lead author who has worked for over a decade as a psychologist and in mental health-related research in the Jamaican and Caribbean context. The study will take place at various sites across Jamaica and will involve a collaboration between Curtin University in Western Australia (the student's enrolling institution) and the University of the West Indies, Jamaica. Official permission will be sought from the Ministry of Health and Wellness, Jamaica, to collect survey data across selected community health centres and health department offices. The qualitative aspects of the study will be facilitated in spaces provided by the University of the West Indies, or in other private spaces deemed most convenient to study participants. The research data collection team will include the lead researcher and two research assistants from the University of the West Indies.

The study participants will be chosen based on their involvement and roles in the health system and their experiences as end-users. The participant groups will include: (a) PWSEMI; (b) family member caregivers of PWSEMI; (c) Ministry of Health and Wellness policy and decision-makers; (d) primary care physicians; (e) psychiatrists; and (f) community health aides (CHAs). Participants will be recruited using various sampling strategies.

### Quantitative strand (objectives 1, 2, 4 and 5) {#s2-3-1}

#### Sampling and data collection {#s2-3-1-1}

1.  **PWSEMI**: Cluster sampling will be used to recruit a representative sample of 380 participants from a subset of 114 mental health clinics in Jamaica. Clinics will be divided into 14 region clusters. Simple random sampling will be used to select clinics from each cluster. The sample size was calculated based on a 95% CI and a 5% margin of error for the annual national clinic attendees' population of 30 279.[@R54]

    At selected clinics, the study will be introduced by the research team lead to prospective participants in the clinic waiting area. To be eligible for participation in the study, participants will have be 18 years or older, have a previously diagnosed SEMI, have not reported a psychiatric crisis for the past 7 days and consent to participate. Those who meet the criteria and express interest will be asked if they are willing to participate. On agreement, the participant information sheet will be explained and informed consent obtained. The questionnaire will be read and administered to ensure consistency and mitigate against issues of varying levels of literacy. Questions will be presented in Jamaica Standard English and then in Jamaican Patios if participants demonstrate difficulty understanding the questions. The questionnaire will take approximately 10 min to complete and will explore self-reported CPI, non-identifying demographics, length of diagnosis, and current experiences with screening and treatment for CPI.

2.  **Primary care physicians**: Cluster sampling will be used to recruit a representative sample of 264 primary care physicians who attend monthly physician meetings in each of the 14 region clusters. Simple random sampling will be used to select meetings from which participants will be recruited. The sample size was calculated based on a 95% CI and a 5% margin of error for the population of primary care physicians of 841.[@R63] The inclusion criteria will be physicians currently working in public primary healthcare for a year or more. Primary care physicians not currently working in public service will be excluded from the study.

    At the selected meetings, a research team member will introduce the study and participant information sheets, and consent forms will be distributed to physicians who indicate interest. Participants will be invited to complete a short 10 min questionnaire exploring attitudes towards mental illness, screening and management practices for CPI among patients with SEMI as well as for mental illness among patients with CPI. Training background along with perceived enablers and barriers to adequate screening and management practices will be explored. Additionally, participants will be asked if they are interested in participating in a qualitative interview.

3.  **Psychiatrists**: An estimated 26 psychiatrists are employed in Jamaican public mental health services,[@R54] hence the aim is to recruit all psychiatrists. Recruitment will occur at monthly mental health team meetings held at regional health authority offices. The inclusion criteria will be psychiatrists currently working in the public sector for a year or more. Psychiatrists not currently working in public service will be excluded from the study.

    At the selected meetings, a research team member will introduce the study, and participant information sheets and consent forms will be distributed to physicians who indicate interest. Participants will be invited to complete a short 10 min questionnaire exploring attitudes towards CPI screening and management practices as well as attitudes and beliefs around mental illness and CPI. Training background along with perceived enablers and barriers to adequate screening and management practices will be explored. Additionally, participants will be asked if they are interested in participating in a qualitative interview.

### Qualitative strand (objectives 2 to 5) {#s2-3-2}

#### Sampling and data collection {#s2-3-2-1}

This strand involves all the six participant groups. Participants will be recruited via purposive and snowball sampling techniques. All participants will be aged 18 years or over, and must be able to communicate in English or Jamaican Patois. Those who meet the criteria and express interest will be provided the participant information sheet and written consent will be obtained. Potential participants will have the option to ask questions about the research prior to providing consent. Interview questions will be presented in Jamaica Standard English or Jamaican Patios as deemed appropriate by the interviewer based on the participants' comfort level with each language. All aspects of the qualitative strand will be conducted by the lead author.

-   **PWSEMI**: Up to 20 PWSEMI will be recruited. Participants must have a diagnosis of SEMI, self-report CPI and have not had a psychiatric crisis for 7 days prior to the interview. PWSEMI will be recruited via: (1) expression of interest when survey data was collected; (2) email response to flyers distributed by two non-governmental mental health support groups; or (3) snowball sampling from existing participants who share the study flyer.

-   **Caregiver family members of PWSEMI**: Up to 10 participants who self-identify as the primary person who provides physical, emotional and/or financial support for a PWSEMI will be recruited.[@R65] Caregiver family members will be recruited via: (1) those present at the clinic at the time of the PWSEMI quantitative data collection will be asked about their interest in participating in this strand; (2) flyers distributed by email by two non-governmental mental health support groups; or (3) snowball sampling methods from existing participants who share the study flyer.

-   **Health policy decision-makers**: Up to five Ministry of Health and Wellness policy decision-makers will be recruited. Participants will be current directors or appointed representatives in the Ministry with responsibility for health policy related to mental health, substance abuse and NCDs. There are no more than five persons who fit this profile within the Ministry. Participants will be recruited via an email invitation.

-   **Primary care physicians**: Up to 10 physicians, qualified for at least 1 year and who currently practice in primary public healthcare will be recruited via: (1) expression of interest when survey data was collected; (2) flyers emailed by the national medical associations and other medical networks; or (3) snowball sampling methods from existing participants who share the study flyer.

-   **Psychiatrists**: Up to 10 psychiatrists, credentialed for at least 1 year and who are currently practicing psychiatry in the public system will be recruited via: (1) expression of interest when survey data was collected; (2) flyers emailed by the national medical associations and other medical networks, or (3) snowball sampling methods from existing participants who share the study flyer.

-   **CHAs**: Up to 10 CHAs from 10 different communities across the four health regions will be recruited. These health workers represent the health system in the local community and have practical knowledge of the health concerns and issues facing community members.[@R55] A listing of CHAs and their contact information will be obtained from the Regional Health Authorities. There are an estimated 3 to 4 CHAs in communities where there are health clinics.[@R54] CHAs who have been in their role for at least a year and who are from community clinics included in the PWSEMI cluster sampling will be contacted via telephone and/or email and recruited for participation in the study.

Semi-structured interviews {#s2-4}
--------------------------

Four participant groups: PWSEMI, health policy decision-makers, and primary care physicians and psychiatrists will participate in semi-structured individual face-to-face interviews of up to 60 min duration. Semi-structured interviews as a data collection tool will allow for a detailed and intentional exploration of the experiences of these participants and provide a confidential space to share views, feelings and experiences.[@R66] Interviews will be conducted at a time and place convenient to the participants and semi-structured interview guides will direct participant interviews.[@R66]

The PWSEMI interview guide will explore perceptions and experience of accessing healthcare services for their CPI and enablers and barriers to accessing health services. The health policy decision-maker interviews will explore perceptions and experiences related to addressing mental illness and comorbid SEMI and CPI, public health responses to SEMI and CPI as well as enablers and barriers to service delivery.

The interview guides for primary care physicians and psychiatrists will explore perspectives, attitudes and practices in relation to screening, management and referral of PWSEMI for physical healthcare, management of comorbidity and their perceptions of the enablers and barriers to care for CPI among PWSEMI.

Focus group discussions {#s2-5}
-----------------------

Focus group discussions (FGD) will be conducted with approximately 10 CHAs and 10 caregiver family member groups (one FGD, respectively). An FGD approach was chosen to promote sharing of experience as a way to facilitate rich and thick descriptions. Furthermore, such a setting may offer a measure of social support to participants.[@R66] Each FGD is expected to take approximately 90 min. The CHA focus group will explore perspectives about and experiences with PWSEMI in the community setting and access, and enablers and barriers in relation to healthcare services for PWSEMI and CPI. The caregiver family focus group will explore experiences of navigating health services, particularly around accessing healthcare for CPI for their family member with a SEMI. The discussion will also explore their perceptions of enablers and barriers to accessing these services.

Patient and public involvement {#s2-6}
------------------------------

Six persons who fall within the study target population or who are representatives of the interests of study participant groups will be involved in the design of the study instrument, implementation and dissemination of study findings through their participation in a stakeholder reference group. The group will include three members from mental health support and advocacy groups who will represent the interest of PWSEMI and their caregiver family members, a primary care physician, psychiatrist and mental health researcher. These individuals will not participate in the study outside of being a member of this group. The group will be asked to provide consultation around four key areas of the project: (1) strategies for sensitising relevant stakeholders including potential participants about the study; (2) the appropriateness and adequacy of data collection instruments and implementation plan; (3) mid-point review of the data collection process to discuss successes, challenges and brainstorm strategies for addressing any emerging concerns; and (4) at completion of data collection, to discuss study findings, and appropriate dissemination strategies to facilitate impact and stakeholder action. The inclusion of this kind of consultation throughout the research process will likely enhance the research accountability as well as the overall quality and validity of the study.

![Diagram of proposed study design and data analysis plan in keeping with 59 convergent mixed-methods approach. CPI, chronic physical illness; PWSEMI, people with severe and enduring mental illness.](bmjopen-2020-038245f02){#F2}

Data analysis {#s2-7}
-------------

Data from the quantitative and qualitative strands will be analysed separately and then synthesised and interpreted.[@R59] Quantitative data will be inputted into three different databases using the Statistical Package for the Social Sciences (SPSS) V.25.[@R69] The data from each group of participants will then be cleaned, and descriptive and inferential statistical operations performed separately on each database in keeping with the study objectives.[@R70]

Qualitative data will be analysed using constructivist grounded theory techniques such as constant case comparison between and across data sources, negative case analysis (only as emergent in the data) and generation of codes and categories; initial, focussed codes and theoretical categories.[@R61] The NVivo V.12 software will be used to assist with the creation of coding systems.[@R73] This process will allow the researcher to identify links and relationships between the enablers and barriers to accessing healthcare services for the service user target group. Then, the synthesising of the quantitative and qualitative strands will involve primary data analysis and integration procedures.[@R59] Areas of similarity in both strands of data, such as questions related to enablers and barriers will be identified and joint display tables or graphs will be presented where results are confirming[@R59]([figure 2](#F2){ref-type="fig"}). Where results are disconfirming, further analysis will be undertaken to try to understand and explain the divergence.[@R74]

Rigour {#s2-8}
------

A number of strategies to ensure the rigour of this research will be used such as reflexivity. The reflexivity of the research will include critical reflection with the research and supervisory teams in order to examine and address areas of potential bias.[@R66] Bracketing will be used to discuss and record any researcher bias by the lead researcher at the start of the research project.[@R61] Memo writing will report justifications for any changes in direction related to methods, analysis or presentation of findings.[@R66] Credibility will be enhanced by member checking, which will involve participant review of their interview transcripts.[@R75] Participants will be given 2 weeks following their interview to respond with any changes. Direct, non-identifiable quotations from participants will be used to express central ideas emergent from the data to support interpretations.[@R75] Finally, this study will involve data source triangulation as data will be collected and compared from six different groups of participants which will contribute to the rigour, trustworthiness and validity of the study.[@R66]

Ethics and dissemination {#s3}
========================

This study has received institutional ethical approval from Jamaica's Ministry of Health and Wellness Medico-legal Ethics Committee (\# 2019/49) and Curtin University Human Research Ethics Committee (HRE 2020--0022).

Prior to providing any data, prospective participants will be provided with participant information sheets and the study will be explained. Written consent will be obtained from all participants.[@R77] The participant information sheets will include a study overview and an outline that participation is voluntary and without repercussions for withdrawal.[@R77] PWSEMI, caregivers and the CHAs will be recognised for their contributions in the form of a mobile telephone top-up voucher valued at \$500 JMD.

In order to facilitate anonymity, no personal identifiers will be collected for the quantitative strand of the study. Whereas, for the qualitative strand, pseudonyms will be assigned to each participant and used on transcripts and reporting documents. Given the potentially sensitive nature of the topics covered in interviews and focus groups, participant information sheets will include contact details for a free counselling service in the advent that participants experience distress due to participating in this study.[@R77]

As knowledge transfer is an important consideration for this research project, the findings of this study will be disseminated in several ways.[@R78] This research project is a doctoral thesis, with findings published in academic journals and submitted to a dissertation repository as well as presented at academic conferences. Additionally, key findings will be shared in the form of a report to the Ministry of Health and Wellness and engagement through presentations and information sheets to consumer groups as guided by the stakeholder reference group.
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